BACKGROUND: Anti-Mü llerian hormone (AMH) is reported to be a reliable marker of the ovarian response to controlled ovarian stimulation (COS). The objective of this study is to determine whether the serum AMH level can predict ovarian hyperstimulation syndrome (OHSS) prior to selection of COS protocols. METHODS: A cohort of 262 IVF cycles was investigated prospectively, in order to evaluate the predictive value for OHSS by means of certain risk factors, including age, body mass index (BMI), serum estradiol (E 2 ) level, number of retrieved oocytes and basal serum AMH level. RESULTS: The basal serum AMH level predicted OHSS better than age and BMI with a sensitivity of 90.5% and specificity of 81.3%. Both the basal serum AMH level (odds ratio: 1.7856, P 5 0.0003) and serum E 2 level on the day of HCG administration (odds ratio: 1.0005, P 5 0.0455) proved to be significant predictors of OHSS by logistic regression analysis. However, age (odds ratio: 0.9346, P 5 0.049) was the only significant factor for prediction of clinical pregnancy. CONCLUSIONS: The basal serum AMH level could be utilized effectively to predict OHSS and thus to direct the selection of mild COS protocols.
Introduction
Ovarian hyperstimulation syndrome (OHSS) represents one of the most serious complications subsequent to controlled ovarian stimulation (COS) and can be life threatening. The characteristics of patients prone to develop OHSS have been previously reviewed by Navot et al. (1992) . The specific risk factors for OHSS include young age (,35 years), lean habitus, signs of polycystic ovary syndrome (PCOS), the presence of multiple (.35) small and intermediate follicles, and excessively high levels of serum estradiol (E 2 .4000 pg/ml) on the day of HCG administration (Navot et al., 1992) . These features have been confirmed by other reports (Delvigne et al., 1993; Schenker, 1993) and have formed a basis upon which clinicians have been able to predict and prevent the occurrence of OHSS.
Accurate prediction of OHSS in an individual IVF treatment cycle, however, remains a difficult task (Mathur et al., 1996) . Furthermore, the predictive value of the serum E 2 level and the number of retrieved oocytes for the occurrence of OHSS has been questioned (Morris et al., 1995; Chen et al., 1997) . Although monitoring the serum E 2 level has been effective in reducing the incidence of OHSS (Varma and Patel, 1988; Golan et al., 1989) , the relevance of the use of E 2 levels during COS to predict the occurrence of OHSS has been challenged (Aboulghar, 2003; Orvieto, 2003) . In addition, both the E 2 level and number of follicles are determined near the completion of COS. It is not particularly easy to accurately predict OHSS prior to COS for IVF cycles, using only age and body mass index (BMI). If a reliable marker could be identified in an individual's prior menstrual cycles (basal serum levels), mild, patient-friendly protocols for COS that are less aggressive than the present standard long protocol for a GnRH agonist could be utilized to prevent the detrimental effects of OHSS.
Serum levels of anti-Müllerian hormone (AMH) have been reported recently to be closely related to the ovarian response or ovarian reserve during IVF cycles (Seifer et al., 2002; van Rooij et al., 2002; Penarrubia et al., 2005; Ficicioglu et al., 2006) . The serum AMH level would appear to better reflect the level of ovarian aging than other known markers of ovarian reserve, such as basal serum FSH level, inhibin B level and antral follicle count (Fanchin et al., 2003b; van Rooij et al., 2005) . Interestingly, OHSS has been reported to be associated with high serum levels of AMH prior to COS (Nakhuda et al., 2006) . La Marca et al. (2007) reported that all patients with cancelled IVF cycles due to poor response to COS were in the group with the lowest serum AMH level in their study, whereas those with cancelled cycles due to a high risk of OHSS had serum AMH levels in the highest quartile. Based on this evidence, AMH may be a useful marker to predict OHSS for IVF cycles in addition to being an appropriate marker of ovarian reserve.
The purpose of this study was to investigate the reliability of the basal serum AMH level in predicting OHSS for a prospective cohort of infertile couples undergoing COS. The occurrence of OHSS has been reported to be closely related to the likelihood of pregnancy (Papanikolaou et al., 2005) ; therefore, the ability of serum AMH levels and other risk factors for OHSS to predict pregnancy was also evaluated by a logistic regression model in this study.
Materials and Methods
Patient selection and stimulation protocols A total of 354 COS cycles performed at the Lee Women's Hospital, Taichung, Taiwan from July to December 2006 inclusively were enrolled into this study. The patients stimulated with the following protocols were excluded from analysis: an ultra-long or ultra-short GnRH agonist protocol (n ¼ 2), GnRH antagonist protocols (n ¼ 11), protocols for the combined use of clomiphene and gonadotropins (n ¼ 53) and protocols for oocyte donation (n ¼ 14). Therefore, patients stimulated with long and short GnRH agonist protocols (n ¼ 274) were all included in this study. Only patients who underwent one stimulated cycle during the study period were recruited for analysis. As a result, a total of 262 IVF procedures were recruited and analyzed for this study. The study protocol was approved by the Institutional Review Board of Chung-Shan Medical University Hospital.
The women participating in this study followed a long or short GnRH agonist protocol that began with daily s.c. injections of 0.1 mg leuprolide acetate (LA Lupron, Takeda Pharmaceutics, Stolberg, Germany) on Day 21 of the pre-stimulation cycle (long protocol) or on Day 3 of the stimulation cycle (short protocol). The GnRH agonist Lupron was continued until the day of HCG administration. Gonadotropin (Gonal-F; Serono, Bari, Italy), at 225 IU/day s.c., was administered for five days, after which the level was adjusted according to the associated ovarian response in order to stimulate follicular development. The resultant ovarian response was monitored by transvaginal ultrasound and serum E 2 levels. When two or more follicles reached a maximum diameter of 18 mm, 250 mg of hCG (Ovitrelle, Serono) was administered. Transvaginal oocyte retrieval was performed 32 -34 h after hCG injection.
The luteal phase was supported with 1500 IU of hCG (Pregnyl; Organon, Oss, The Netherlands) given i.m. on Days 4, 7 and 10 following oocyte retrieval, together with a daily oral 400 mg dose of micronized progesterone (Utrogestan; Besins International, Brussels, Belgium) given for the first 14 days after embryo transfer. When the serum level of E 2 rose to .3000 pg/ml or the number of retrieved oocytes exceeded 15, hCG was withdrawn and only oral 800 mg of micronized progesterone (Utrogestan; Besins International) was used for the following 14 days.
Serum hCG was checked 14 days after embryo transfer and patients with HCG .50 IU/l were considered pregnant. An ultrasound examination was preformed one week later and then again three weeks later in order to determine the number of intrauterine gestational sacs present and fetal viability, respectively.
Classification of OHSS
The criteria for classification of OHSS as defined by Navot et al. (1992) were utilized to assess the relative severity of OHSS. Moderate OHSS was characterized by abdominal distension and discomfort, nausea, evidence of ascites and an ovarian size of 8-12 cm on ultrasonography. Severe OHSS consisted of clinical ascites with or without pleural effusion, edema anasarca, oligouria, a serum creatinine of 1.0-1.5, a creatinine clearance of 50 ml/min, liver dysfunction, a hematocrit .45% and a white blood cell count of .15 000. Only those patients with a moderate or severe OHSS were classified as having a positive case of OHSS.
Monitoring ovarian response and hormone assay Baseline hormone profiles, including serum levels of E 2 , FSH, LH and AMH were determined on Day 3 of the pre-stimulation cycle. The ovarian response for all participants was monitored using transvaginal ultrasound from the beginning of Day 7 of the stimulation cycle and then continued on a daily basis until the day of hCG administration. Blood sampling for E 2 , LH and progesterone was performed on the day of hCG administration.
Serum LH was measured using a specific immunometric assay kit (Immulite; Diagnostic Products Corporation, Los Angeles, CA, USA). The sensitivity and intra/inter-assay coefficients of variation (CVs) for LH assay were 0.1 m IU/ml and 6.5/7.1%, respectively. E 2 and progesterone were also measured by competitive immunoassay using the Immulite kit, with intra/inter-assay CVs of 6.3/6.4% and 6.3/5.8% for E 2 and progesterone, respectively. The minimal detection limit for E 2 was 15 pg/ml (55 pmol/l) and 0.2 ng/ml (0.6 nmol/l) for progesterone. Measurement of serum AMH levels was performed in duplicate using the AMH/MIS enzyme-linked immunosorbent assay kit (Diagnostic Systems Lab, Webster, Texas, USA). The minimal detection limit and intra/inter-assay CV for the AMH assay was 0.017 ng/ml and ,5/ ,8%, respectively.
Statistical analysis
The various biological parameters relevant to COS were presented as the mean, SD and range of the data. For rates of pregnancy, OHSS and implantation, the respective 95% confidence interval (CI) was also calculated. Receiver operating characteristic (ROC) curve analysis was used to estimate the predictive power of the measured variables. The relative ability to use age, BMI and serum levels of AMH to predict the occurrence of OHSS was compared by calculating the areas under the respective ROC curves (ROC AUC ) and their 95% CIs. MedCalc software was used to compare the areas under every pair of ROC curves (version 9.2; MedCalc, Broekstraat, Belgium).
Logistic regression was performed to determine the independent effect of the associated risk factors on the ability to predict OHSS and pregnancy for individual variables. The patients were further divided into four groups according to the 25th, 50th and 75th percentiles of the AMH levels. One-way analysis of variance (ANOVA) and the post-hoc Bonferroni modification were utilized. All logistic regression analyses and one-way ANOVA were performed using the Statistical Package for the Social Sciences software (version 14.0; SPSS Inc., Chicago, IL, USA).
Results
From July to December 2006, a total of 262 patients undergoing the above-described IVF treatment were included in this study. The basic participant characteristics, such as age, BMI and baseline Day 3 levels of serum AMH, FSH and LH are presented in Table I . The results of COS, including the serum E 2 level and number of follicles (10 mm in diameter) present on the day of hCG administration, number of retrieved oocytes and rates of clinical pregnancy, implantation and OHSS are also shown in Table I .
Twenty-one (8.0%) patients developed moderate to severe OHSS. One of 36 patients (2.8%) undergoing the short GnRH agonist protocol and 20 of 226 patients (8.8%) undergoing the long GnRH agonist protocol developed OHSS. In addition, nine patients featured sonographic and hormonal characteristics of PCOS. Only one of the 21 patients (4.8%) with OHSS had PCOS. The overall clinical pregnancy rate for our study was 40.8% (107/262).
The ROC AUC for the predicting factors for OHSS were compared and the results are presented in Table II . The ROC AUC for AMH featured the largest area under the curve among the listed risk factors for OHSS and was significantly larger than the corresponding values for age and BMI (P ¼ 0.002 and P , 0.001, respectively, Table II ). The ROC AUC for BMI characterized the smallest area under the curve among the listed six factors for predicting OHSS and it was significantly lower than the corresponding values for AMH, E 2 , number of follicles and number of retrieved oocytes (P , 0.001, P ¼ 0.001, P ¼ 0.002 and P ¼ 0.002, respectively, Table II ). Fig. 1 shows the ROC curve for the three predicting factors for OHSS which can be determined prior to ovarian stimulation: patient age, BMI and basal serum AMH level. Fig. 2 illustrates the cut-off value (3.36 ng/ml) for basal serum AMH level determined by the corresponding ROC curve with the highest sensitivity and specificity for predicting OHSS. The cut-off values for the other listed risk factors for OHSS were selected based upon each ROC curve, and the corresponding sensitivity and specificity for predicting OHSS are depicted in Table II . The basal serum levels of AMH featured a higher specificity (81.3%, 95% CI 75.8-86.0) for detecting OHSS than the other risk factors for OHSS near the completion of COS, namely, the E 2 levels and number of follicles on the day of hCG administration, and the number of retrieved oocytes.
To check whether a combination of these predicting factors would increase the accuracy for the prediction of OHSS, a The proportional data were presented as percentage and 95% CI. AMH, anti-Müllerian hormone; BMI, body mass index; OHSS, ovarian hyperstimulation syndrome. (Table III) . Only serum levels of basal AMH and E 2 on the day of hCG administration revealed significant correlations with OHSS (odds ratio: 1.7856, P ¼ 0.0004 and odds ratio: 1.0005, P ¼ 0.0455, respectively). Furthermore, the serum levels of E 2 revealed a borderline significance as a predictor for OHSS, whereas the serum AMH level appeared to be strongly correlated with OHSS. Although the ROC AUC for the overall multivariate logistic regression model (0.906, 95% CI 0.864 -0.938) featured a greater area than those for AMH and E 2 , the difference between these factors was not statistically significant. The overall model revealed a sensitivity of (5/9) 55.6% and a specificity of (231/247) 93.5%, which was a lower sensitivity but a better specificity than the serum AMH level alone.
The six risk factors for OHSS were analyzed with a logistic regression model in order to determine their independence in predicting pregnancy (Table IV) . Only subject age revealed a significant relationship with pregnancy outcome (odds ratio: 0.9436, P ¼ 0.0490) when all the risk factors for OHSS were inserted into the logistic regression model. The basal serum AMH level was not a factor in effectively predicting clinical pregnancy (odds ratio: 1.0239, P ¼ 0.8008).
The cut-off value for the AMH levels was found to be similar to the levels of the highest quartile (75%) for AMH. In addition, the AMH values were not normally distributed; therefore, the patients were further subdivided into four groups according to the 25th, 50th and 75th percentiles of the AMH levels. The COS related parameters and outcome are demonstrated in Table V . The amount of exogenous gonadotropin administered was inversely related to AMH level. Although patients in the highest quartile group of the AMH level were associated with high risk for OHSS, the gonadotropin dose was lower than in the lowest quartile (P , 0.01). It was revealed that the patients in the third quartile (50 -75%) of the AMH level had the highest pregnancy rate (36/66, 54.5%) among the four groups and a significantly higher rate than patients in the lowest quartile (P , 0.01).
Discussion
The incidence of OHSS (8.0%, 95% CI 4.7-11.3) in this study was similar to that in studies reported by Chen et al. (1997 Chen et al. ( , 2000 , respectively, 5.5 and 7.7%). However, it was higher than the incidence of 3.3% reported by Navot et al. (1992) and 1.71% reported by Papanikolaou et al. (2005) . Luteal support of IVF cycles with hCG, as was done in our study and the studies by Chen et al., may account for the higher incidence of OHSS (Chen et al., 1997; Papanikolaou et al., 2006) . Furthermore, discontinuing hCG for luteal support of IVF cycles in patients at high risk for OHSS has been reported to reduce the prevalence of OHSS (Chen et al., 1997; Papanikolaou et al., 2006) . Unfortunately, even though luteal hCG support was withdrawn in patients with a high risk of OHSS (serum E 2 level 3000 pg/ ml and retrieved oocytes .15), the incidence of OHSS for this study remained fairly high. This fact further emphasizes the difficulty of predicting and preventing OHSS using either serum E 2 levels or number of retrieved oocytes alone (Morris et al., 1995; Chen et al., 1997) .
The traditional determinants for OHSS prior to gonadotropin stimulation appear to include only subject age, lean habitus and signs of PCOS (both hormonal and ultrasonographic characteristics; Navot et al. 1992) . In this study, nine patients had signs of PCOS, of which only one developed OHSS. This suggests that the predictive value of signs of PCOS for OHSS was somewhat limited in this study (the sensitivity for PCOS to predict OHSS was only 1/21, 4.8%). In addition, the baseline ratio of LH to FSH level (hormonal characteristic of PCOS) did have a smaller area under the corresponding curve than that for the basal serum AMH level (P ¼ 0.005, data not shown). Figure 2: Selection of cut-off value for basal serum AMH to predict OHSS by ROC curve analysis The selected value was 3.36 ng/ml, with a sensitivity of 90.5% (95% CI 69.6-98.5) and a specificity of 81.3% (95% CI 75.8-86.0).
Furthermore, for women with PCOS, the serum AMH level appeared to be strongly elevated (Cook et al., 2002) and also appeared to be associated significantly with ultrasonographic features of PCOS, such as the presence of multiple small follicles in the ovaries. This evidence suggests that the basal serum AMH level might also correlate well with ultrasonographic signs of PCOS.
The basal serum AMH level appeared to be a more efficient predictor of OHSS than subject age and BMI in this study. These results indicate that, of those parameters investigated, basal serum AMH level is the factor most likely to reveal the possibility of OHSS prior to COS, and worked as well as, if not better than, the number of follicles and serum levels of E 2 (Table II and Fig. 1 ). According to this finding, the serum AMH level prior to gonadotropin administration could provide useful information to direct the application of mild, patientfriendly COS protocols to avoid moderate and severe OHSS.
The cut-off point, or threshold, for serum levels of AMH in predicting OHSS was not easy to establish, as found by others in attempts to use serum E 2 level as a predictor for OHSS (Aboulghar, 2003; Orvieto, 2003) . The range of serum AMH levels (0.03 -10.9 ng/ml) in our study was similar to that in one previous report (0.2 -11.7 ng/ml, n ¼ 80) (Smeenk et al., 2007) , but slightly different from another study (0 -6.2 ng/ ml, n ¼ 119) (van Rooij et al., 2002) . In one study, the serum level of AMH was higher in OHSS patients (n ¼ 16; 3.62 ng/ml with a SE of 0.87 ng/ml) than in controls (Nakhuda et al., 2006) . In our study, the mean serum AMH level for OHSS patients (n ¼ 21) was 5.02 ng/ml (SE ¼ 0.45 ng/ml). The highest quartile of the AMH level was Table V . The COS related parameters and clinical outcomes for the studied population divided according to the 25th, 50th and 75th percentile of serum AMH levels. .7) 27(40.9) 36(54.5) 31(47.7) a Statistically significant (P , 0.01) after one-way ANOVA analysis with post-hoc Bonferroni modification and the value is greater than the other three groups; b Statistically significant (P , 0.01) after one-way ANOVA analysis with post-hoc Bonferroni modification and the value is lower than the other three groups; c P , 0.001 by chi-squared test.
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7 ng/ml for 48 patients in one study (La Marca et al., 2007) , which was different from 3.35 ng/ml for the 262 patients in our study. This seems to indicate that different kits for detecting AMH and/or different study designs might result in substantial variation in the serum level of AMH. The cut-off value of 3.36 ng/ml for the AMH serum level (almost the same as 3.35 ng/ml for the highest quartile) as selected by the ROC curve in our study would likely yield the greatest predictor value for OHSS (Fig. 2 and Table II) . The serum AMH level either for the highest quartile group or selected by the ROC curve might provide a threshold level to determine the risk of OHSS for IVF patients.
A multivariate logistic regression model showed that the basal serum level of AMH and E 2 level on the day of hCG administration were the significant predictors of OHSS. In order to clarify the effect of age and BMI for predicting OHSS, a further logistic regression by forced entry method was performed. The results were similar to that shown in Table III : the odds ratios for age, BMI, AMH and E 2 levels were 0.895 (P ¼ 0.097), 0.847 (P ¼ 0.146), 1.827 (P , 0.001) and 1.001 (P ¼ 0.020), respectively. These results appear to be contrary to two studies (Orvieto, 2003; Papanikolaou et al., 2006) , which indicated that the number of follicles present was superior to the serum E 2 level as a predictor for OHSS. The difference between our study and the study by Papanikolaou et al. (2006) might be related to different protocols (GnRH agonist versus GnRH antagonist), because the number of follicles present and the serum E 2 level on the day of hCG injection appeared to have been modified by stimulation protocols for GnRH antagonist compared with protocols for GnRH agonist (Lee et al., 2005) . Another possible explanation is that the serum E 2 level and the number of follicles are closely related and certainly not independent of each other in predicting for OHSS.
The advantage of logistic regression was that the overall model provided higher specificity compared with the single AMH level (93.5 versus 81.3%, respectively). Therefore, to avoid false positives and subsequent cycle cancellations due to poor response to mild stimulation protocols (Hendriks et al., 2004) , the overall logistic regression model may be more applicable than the AMH level only in predicting OHSS. Namely, the basal serum AMH levels in combination with serum E 2 levels during COS would be more helpful in preventing OHSS. In this study, all the patients with false positive results according to the cut-off value of AMH would be in the highest quartile of the AMH level and cancellation of COS due to poor response would not be likely. Cancellation was more probable in the patients in the lowest quartile of the AMH level in this study (Table V) and that reported by La Maca et al. (2007) . However, the possibility of inadequate ovarian response following milder stimulation for these false positive patients remains a clinical issue and deserves further elucidation. The combination of basal AMH and E 2 levels might better predict OHSS than AMH levels alone when trying to decrease the false positive rate. One alternative is to elevate the cut-off value of AMH in order to avoid misclassification of patients as false positive. Unfortunately, the sensitivity of basal AMH levels at a 5% false positive level would drop dramatically to only 40%. As a result, more precise prediction of OHSS prior to COS warrants further detailed investigation.
The AMH level has been reported to affect two important regulatory steps during normal folliculogenesis: the initial recruitment of primordial follicles and the cyclic recruitment of FSH-dependent follicles (Durlinger et al., 2002; Gruijters et al., 2003) . The serum level of AMH may precisely reflect the number of small to intermediate follicles following COS since serum AMH levels has been shown to correlate strongly with the number of small antral follicles present (diameter ,12 mm) (Fanchin et al., 2003a; Gruijters et al., 2003) . In addition, AMH protein is not expressed in pre-ovulatory or atretic follicles in either mouse or rat ovaries (Durlinger et al., 2002) . The basal serum levels of AMH may effectively represent the number of follicles recruited from the pool of primordial follicles (at the period for transition of follicular development from initial recruitment to cyclic recruitment). Following gonadotropin stimulation as part of the IVF process, the number of active growing follicles may be more responsible for the occurrence of OHSS during IVF cycles than the number of large antral follicles. This scenario would be helpful in explaining why the serum E 2 level on the day of hCG administration has demonstrated only a mild significance when compared with basal serum levels of AMH, since granulosa cells from large antral and pre-ovulatory follicles are considered to secrete more E 2 than from small follicles.
To the best of our knowledge, the specific role of AMH in follicular sensitivity to FSH (cyclic recruitment) has not always been consistently reported. In an AMH null mouse model with supplemental FSH stimulation, follicle growth was more pronounced than in wild-type mice in terms of the numbers of follicles present (Durlinger et al., 2001) . This suggests that ovarian follicles were more sensitive to FSH in the absence of AMH. In contrast, in in vitro cultures of preantral follicles from rat ovaries, supplementation of AMH enhanced FSH effects on follicular growth (McGee et al., 2001) . The difference between these two studies was explained by the use of different species and different culture environments in the experiments (Gruijters et al., 2003) . It has been shown that the serum level of AMH correlated positively with the number of retrieved oocytes during an IVF cycle (Seifer et al., 2002; van Rooij et al., 2002) . In addition, a high serum level of AMH was associated with OHSS and a low total recombinant FSH dose in our study and in some other reports (Nakhuda et al., 2006; La Marca et al., 2007) . In humans, AMH seemed to enhance the effect of FSH stimulation on follicular growth. Nonetheless, the relationship between follicular sensitivity to FSH and the serum AMH level in humans warrants further investigation.
The serum AMH levels observed during normal menstrual cycles appears to feature either a small, but statistically significant, fluctuation (Cook et al., 2000) or no substantial fluctuation (Hehenkamp et al., 2006; La Marca et al. 2006) . Furthermore, it has been reported that the serum AMH levels on any day of the menstrual cycle can predict the ovarian response to COS (La Marca et al., 2007) . This might help to at least partly explain why the basal serum AMH level could function as a predictor for OHSS in subsequent stimulation cycles. The post-stimulation Day 5 serum AMH level has been shown to be a better predictor of ovarian response to COS than the basal serum AMH level (Penarrubia et al., 2005) . In addition, the serum AMH level declined progressively during COS when using a GnRH agonist protocol (Fanchin et al., 2003a; La Marca et al. 2004 ). For our study, the basal serum AMH was measured on the same day as baseline Day 3 FSH measurements, when suitable COS protocols for individual infertile patients were determined. Therefore, the basal serum AMH level would be helpful in directing the application appropriate stimulation protocols. Whether the AMH level in the early follicular phase during COS or on the day of hCG administration would likely have a greater predictive value for OHSS than the basal serum AMH level deserves further investigation.
This study has shown that the serum level of AMH was not able to accurately predict pregnancy, similar to the results of some studies (Penarrubia et al., 2005; Smeenk et al., 2007) . The serum AMH level has been regarded as a quantitative marker of ovarian reserve and response in COS. To achieve successful pregnancy following IVF, a number of additional parameters, such as sperm-related factors, embryo development and endometrium receptivity, need to be considered. In contrast, subject age remained a good predictor of pregnancy as shown in this study and other reports (Chuang et al., 2003; Lee et al., 2006) . These results suggest that AMH is an excellent marker for the quantitative aspects of ovarian reserve and response, but is not necessarily a good predictor of successful pregnancy.
In conclusion, the baseline serum AMH level is a more reliable marker than age and BMI in predicting OHSS prior to COS. According to logistic regression, both the basal serum AMH level and serum E 2 level on the day of hCG administration were significant predictors of moderate and severe OHSS. In addition to functioning as an indicator of ovarian reserve/aging, the serum AMH level also could be utilized to predict OHSS during IVF cycles. In order to prevent OHSS, a mild, patient-friendly stimulation protocol may be applied in patients with a high basal serum AMH level.
